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F 000 | INITIAL COMMENTS ' Fooo
Susveyor: 18385 |

A recerifiicstion health survay for compliance with .
42 CFR Pert 483, Subpart B, requirements for
Long Term Care facliiies, was conducted from
11730721 through 12/2/21. Avantara Aslington was
found not In compliance with the following
requirements: F558, F655, F8561, F685, F666,
F6980, F761, FB80, and FB81.

A complaint health suivey for compliance with 42 i
CFR Part 483, Subpart B, requirements for Long
Term Cars facifities, was conducted from
11/30/21 through 12/2/21. Areas surveyad
included nursing services. Avantara Arlington was
found not in compliance with the foliowing
requirements: F856 and F883. .
F 559 | Choose/Be Notified of Room/Roommaie Change F 658 | #30 /
> 4

8S=D | CFR(s): 483.10(e)}(¢)(6) ! 2

| §483.10(e)(4) The right to share a room with his
or her spousa when married residents kve in the
same facllity and both spousaes consent to' the
arrangemsnt. .
§483.10(2)(5) The right to share a room with his
or her rcommats of choice when practicable,
when both residents live in the same facility and ,
both residents consant to the amrangement. -

§483.10(e)(6) The right to recaive vritten notice,
including the reason for the change, before the
resident's room or roommate in the facility is
changed.

This REQUIREMENT Is not mst a3 evidencad
by: -
“Surveyor: 43021 '
Basad on interview, record review and requestad ‘ ‘

LABORATORY DWZ ‘ REPRESENTATIVE'S SIBGNATURE m”;»(’,a_é ) ;‘ ;‘; 7;7/

&mwmm@mmmmw)@manmmmmmm may ba excéesd from comecing providing It is detorminad thet

fegliards provide sufficient protoction to the pationts. (See Instructions.) Except for nursing homas, 8w findings sisted above e disclosabla 80 deys
the date of survey whather or not a plan of coraction is previded. For nunsing homas, tha ebova findings and plans of comaction rs disclosabla 14
following the date these documents are made avaiiabls to tha facity. If deficianclos are citad, an spproved plan of comrection is requisite to continusd

program participation.
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FSSQ‘ConﬁnuadFrompme1 F 558
| policy reviews the provider failed to provide writtsn 1. Resident #14 continues to reside in room :
!mﬂee%omofmmidgm (14) before the 211-2. She states she is happy with her !
:ife““ room in the feciity was changed. current location and does not wish to move, |
ings tnclude: at this time.
1. Intsrview with rasidant 14 on 11/30/21 et 3:34 2. Allresidents have th? potentla.l to be
p.m. In her room 211 reveatad: affected by the deficient practice.
*She admitted on 8/17/21. .‘ 3. Allemployees involved in the process of ]
| *Her cument room was the third room she had | room change notifications will receive ‘1l‘301;u
since her admission this past summer. | education, presented by the DON or i? Ve
m wl mi "wmﬁ:;';a? momc:y hersoll. ht he ' designee, related to a resident’s right to be )
off guard Rngs calg d | notified of a room change in writing. Facility |
-] went to lunch that day and came back to find will begin using the Point Click Care tool for
my stuff was already moved.” Room Change notification immediately.
-"! wes 8 lifife upsat.” Residents and/or significant others, will be
| -"it would have been nice to get & notice.” provided with a copy of the room change g
. notification prior to the change taking
Review of residant 14's medical record revealed: .
*Two social sarvice progress notes on 9/20/21 place. In-service education completed
regarding room change to room 210 on 9/21/21. 12/21/2021. .
*A room change to room 211 on £/24/21 noled in 4. The Administrator, Director of Nprsmg or
the census portion of her medical record. designee will perform audits to ensure the
*No progress note relating to the 8/24/21 room Room Change Notification process is being
:alangawn:ys f°“"dl' : ote croated utilized correctly. Audits will occur weekly
social service progress croal
on 9/28/21 for 8/27/21 at 11:30 a.m. noting an for3 moq:t:;ther.\ biw:zkh;:or&r::) UE.
appointment with resident 14's sistar on 9/26/21 Audits will be reviewed by the QA
who "expressed concern over resident's move to Committee where it will be determined If
ancthar rcom.” continued auditing should occur or if audits
| may cease.
An attampted phone interview with resident 14's !
sister on 1211/21 gt 3:08 p.m. to discuss concems | Addendum:
she had wiih resident's room moves, This » -
conversation did not occur 2s resident's sister did é #3. All individuals requiring training
not answar the phone nor reply to the voice | attended on 12/21/2021. !
! massage left. l |
R ) | #4. DON will present audits to QAPI
! Interviaw with soclal service designee (SED) D on committee
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‘ [ PYspe

12/1/21 at 3:30 p.m. revealed and confirmed:
*She had started her position 8/21.
*On 9/21/21 resident 14 and another resident had
moved into room 210.
*Reskient 14's new roommate in room 210
| expressed some concerns to SSD D over
| resident 14's habits.
| *SSD D stated the 9/24/21 room move to room
211 was discussed with resident 14 but was not
documented.
“On 9/24/21 a resident admission into room 210
l occurred quickly, with litile notice, which caused
"resident 14's room change out of room 210 into
room 211 to happen right away.
*SSD D confirmed she did not inform resident 14

on 9/24/21 either before or during the noon meal
of the room change occurring that day.

*The resident's 9/24/21 room move was the
provider's request.

Interview with dirsctor of nursing (DON) B and
; regional nurse consultant (RNC) C on 12/2/21 at
- 11:04 a.m. revealed:
| *DON B stated the room change was discussed
with resident 14 prior to the room move, but was
not documented.
*Resident 14 has anxiety and probably did not get
notified the day the room change actually
occurred, which caused her to be upsst.

Interview with administrator A on 12/2/21 at 1:55
p-m. revealed:

*His expectation for room changes was a 24-hour
notice of room change.

-Communication with the resident and/or family.
-A progress note entered into the resident’s
medical record.

*He was not aware of the resident’s right to
recelve written notice, Including the reason for the
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F 558 Continued From page 3

change, before the resident's room in the facility
' is changed.

Interview with RNC C on 12/02/21 at 2:20 p.m.
revealed:

| *The provider had a room transfer nofification

. within their electronic health record’s assessment
section.

' *“The room transfer notification stated once the
form was completed, print, and give a copy of the
form to the resident, family, and/er responsible

| party.

| *The previous social service director had used

* this form for resident room changes.

*SSD D may need to be informed of the room
transfer notification form and Its use.

Record review of the provider's Room Transfer
Notification 1.2 form revealed the form contained
areas that would have provided the needed areas
of notification when printed and provided to the

" resident.

Interview with administrator A on 12/2/21 at 2:40
| p.m. revealed:
| *He had just found a policy on resident room
. moves.
{ *He had not reviewed or educated staff on the
| policy.

F 656 | Davelop/Implement Comprehensive Care Plan
§S=D | CFR(s): 483.21(b)(1)

§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and

‘ implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and

*The policy was not in effect at the time of survey.

F 559

F 656

'
|

y

gf36/24

12/20/21

3 Yooz

i Yofza
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§483.10(c)(3), that includes measurable
objectives and timeframes to mest a resident's -
medical, nursing, and mental and psychosocial |
needs that are identified in the comprehensive [
assessment. The comprehensive care plan rust -
| describe the following -

(i) The services that ere to be fumnished to eitain
or maintain the residant's highest practicable
physical, mental, and psychosocial well-baing &s
required undar §483.24, §483.25 or §483.40; and
(i) Any services that would otherwiss be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights

updated to reflect current needs and
interventions. Resident #26 no longer
resides in the facility.

2. All residents have the potential to be
affected by the deficient practice. Care
plans for all residents will be reviewed,
and updated, according to their MDS
schedule and PRN. |

3. Al staff responsible for developing,

implementing, and updating resident L-JJ."?D‘A)

care plans will receive education, from : P, 2

under §483.10, including the right to refuse
treatmg:: undar §483.10(c)(6). the DON or designee, on the | foha
‘ (i) Any specialized services or Sﬁﬁﬂv‘; . importance of frequent reviews and I
rahabliitative services the nursing timelv- . . | i
provide &s a result of PASARR | ly _updatmg o.f resuf:lent care plans. [
recommendations. If a facility disagrees with the In-service education will take place on !
findings of the PASARR, it must indicata its 12/28/2021. g
. “‘&:’"&m in m@;‘;ﬁ:‘&m“ﬁ :‘w;dth 4. The Administrator, Director of Nursing ‘
| (iv)in consultation he resident end the ; i i .
resident's representative(s)- or dgsugnee V\fl" perforfn. audits to
(A) The resident's goals for admission and monitor the timely revision of care ]
desired outcomes. plans and CNA task records. Audits will ;
(B) The resident's preference and potential for be done by reviewing care plans of 5 [
future discharge. Facllities must document ) .
whother the resident's desire to retum o the residents per week x 2 months, 5
community was assessad and any referrals to residents biweekly for 2 months and
local contact agencies énd/or other appropriate monthly for 2 months. Audits will be
entities, for this purpose. )
(C) Discharge plans in the comprehensive care revnewted b.y the QAPI C_ommfttee .
' plan, es appropriste, in sccordance with the where it will be determined if continued
raquirements set forth in paragraph (c) of this auditing should occur or if audits may
section. ) cease. !
This REQUIREMENT is not met as evidenced !
by:
Surveyor: 26632 ’
' Based on observation, interview, record review, i
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F 856 | Continuad From page §5° F 853 |/2/§:/ .
nd , the facility did not dovel
and policy review, the facility oveiop Addendum: Ys/22-

comprehensive parson-centered care plens for3
| of 12 sampled rasidents (2, 7, and 26) whose
cars plans were raviewed. Findings include:

| 1. Review of resident 2's medical record revealed
he had heering loss and impaired skin integrity to
his bilataral faet. His 12/28/20 admisslon czra
plan revaziad:

*His hearing loss and use of hesaring aids had
only baen sddressed under the activities of dally
living intervantions. The Intervention was
informational only. It was not triggered as a task
to assist him with his hearing aids.

“The only afea that hed addressad his actual

| skin alteration had been included in the focus
aras for bowel and bladder climination.

*“Thare wers no intervantions related to his
chronic skin braakdown to his bilateral feet.

Review of resident 2's November 2021 and
Dacember 2021 treatment administration racords
rovealed staff were to:
| *"Remove hearing alds and put in treatment cart.
The treatmant was inltiated on 12/28/20.
**Molsturize (lotion) foet and lower extramities
dally every day shift for dryness. The treatment
| was initizted on 3/1/21.
| oft Second Toe Wound Treatment: Claanse
| with wound cleensar and cover with bandage.
Monkor for signs of infaction. every day shift for
opsn areas. The treatment was Initiated on o/e/21
and discontinued on 11/3/21.
“*Monltor for redness, warmth, & temperature,
every dey shift.” The treatment was Initisted on
9/45/21.
*"Vasoline gauze and ADB [ABD-abdominal
drassing] to right shin biister/open arsa and
Band-Aid o 4th metetarsal skin tear every day

#3. Staff identifying changes in resident !
cares will either update the care plan
and notify the MDS Nurse/DON or given
written information to the MDS
Nurse/DON so changes cah be made. All
resident care plans are reviewed and
revised with each MDS assessment, as ‘
well as PRN, and approved by the care
plan team. Any staff not present at in-
service received education prior to their
- next scheduled ‘

|
|
|

.
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F 656 ' Continued From page 6
shift.” The treatment was initiated on 10/12/21
and discontinued on 11/12/21.
*"Check feet frequently and if skin under toes
; becomes macerated or moist start Betadine
' gauze again. every day shift for wound monitor.”
: The treatment was initiated on 10/13/21.
**Vaseline gauze and ADB [ABD-abdominal

shift.” The treatment was initiated on 11/13/21
and discontinued on 11/15/21.

*"Betadine soaked gauze in between toes until
closed then dc. every day shift for maceration to

and was discontinued on 11/29/21.

b tear until closed then dc [discontinue] every day

11125021,

nursing B revealed:

*His treatments had changed on 11/29/21 as
some of it was now healed.

*She was the only person who updated the care
plans.

*This was done when information was given to
her.

coordinator K did not revise the care plans.
*The nurses did not update the care plans.

2. Review of resident 26's medical record
revealed:

| *Was hospitalized for a left hip fracture and
readmitted on 10/19/21. He had not pressure
injuries at that time.

*10/23/21 a stage two pressure injury to his left
buttock was found measuring 1 centimeter (cm)
length x 1 cm width x 0.1 cm depth .

dressing] to right shin blister/open area avery day

' right third toe.” The treatment started on 11/13/21
*"Apply Vaseline gauze and kling to right shin skin

shift for skin tear.” The treatment was initiated on

Interview on 12/2/24 at 11:15 a.m. with director of

: *Minimum Data Set/registered nurse (MDS) (RN)

12)30/21
§ ysha
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*10/27/21 the documentation refiected an - ¥o/22
|

increase in measurements to 4.2 cm length x 4.5 !
| om width x 0.4 depth.
*11/3/21 the documentation indicated it was now
a stage four pressure injury that measured 7 cm
' fength x 5 cm width x 0 cm depth. i
! *A additional suspected deep tissue injury wound |
had developed to his left heel and measured 4 '
cm length x 9 cm width x 0.0 cm depth.

 Interview on 12/2/21 at 2:00 p.m. with the ' ‘ i
MDS/RN coordinator K revealed she:
*Did most of the care planning.
*Revised the care plan based on the care care |
assessment (CAA) with annual and significant
change of condition MDS assessments only. !

*Had been instructed not to make the care plans .
very long.

*Did not care plan for altered skin integrity as his
pressure injuries had occurred after his
admission assessment.

*Did complete dressing changes during the week
day mornings when needed. ‘
. Refer to F686 finding 1. !

Surveyor: 45383

3. Record review of resident 7's progress notes
from socials services dated 1/6/21 revealed:
*Her mother had died 12/26/20, and it had been
difficult for  her. ;'
Record review of social services note 1/6/21 i ;
revealed : E ;
*She had gone with her mother to the casino and
always had a good time.

Record review of resident 7's care plan dated
1/2/21 reveeled:
*She was at risk for isolation due to her lack of | }
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F 656 | Continued From page 8 F 656 (2/39/21
interest in independent or one to one activities. v$f2z
*She did not like to participate in any group J .
| activities. |
| *She required assistance to participate in leisure .
| time aclivities such as: watching TV, listening to -
| music, and talking on the phone with her family.
*No interventions included playing cards.
*No interventions included using handheld

gaming devices.

| inferview with social services designee D on
12/1/21 at 8:45 s.m. revealed:

*She had been at her current position since ]
August 2021, ‘
*Stated she had tried to go in and visit with i

resident 7.
| *Had not known she and her mother went to the '

casino together.

*Had not tried playing cards with resident.

Had not offered any handheld gaming device for
resident.

Review of provider's September 2018 Care plen
policy revealed individual , resident centered care !

plans would have been Initiated upon admission | !
and maintained by the interdisciplinary team
throughout the resident’s stay to promote optimal
quality of life while living here.

F 661 | Discharge Summary F 661 12/30/21
$S=D | CFR(s): 483.21(c)(2){1)-(Iv) ¥ q/;/,_,,

§483.21(c)(2) Discharge Summary ‘
' When the facility anticipates discharge, a resident

must have a discharge summary that includes, 3
but is not imited to, the following:

{) A recapitulation of the resident’s stay that

includes, but is not limited to, diagnoses, course

of liness/treatment or therapy, and pertinent lab,
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| 1. Resident #27 no longer resides in the §2/3¢2\
F 861 | Continued From page 9 | Fest facility. Vehz
radiology, and consuliation rasults.

(li) A final summary of the resident's ststus to
inciuce items in paragraph (b)(1) of §483.20, et
the time of the discharge that is avaliable for
relsase to authorized parsons and agencies, with
the congent of the rackient or resident’s
representative.

{ili) Reconciliation of &l pre-discharge
medications with the residsnt’s post-discharga
medications {both prescribed and
ovear-tha-counter).

(iv) A post-discharge plan of care that Is
deveioped with the participation of the resident
and, with the rasiden?’s consent, the residant
representative(s), which will assiet the resident to
adjust to his or her new living environment. The
post-discharge plan of care must indicate where
the individual plans to reside, any arrangemants
that heve been made for the resident’s follow up
care and any post-discharge medical and
non-medical services.

This REQUIREMENT is-not met as evidenced

by:

Surveyor: 26632

Based on record review and interview, the
provider failed to ensure:

*4 summary of stay wes completed for one of one
sampled discharged resident {27).
*Documentation for an accurate accounting of
disposal of or medications for one of one
sampled discharged residents (27).

Findings include:

1. Review of resident 27's medicai record
revealed:

*Sha was discharged home on 10/6/21.

| *A brief 12:00 p.m. discharge statement that did
' not include an interdisciplinary summary of her

| stay.

All residents have the potential to be
| affected by the deficient practice. ‘
-3. All members of the Interdisciplinary
Team (IDT), and other staff responsible f
for assisting residents to discharge, will
receive training, presented by the DON
or designee, on the utilization of the
Point Click Care Discharge Summary
tool and proper disposition of
medications. Tool will be initiated
immediately with copies to be provided
to the resident and/or their significant
others. Medication Disposition Records
will be kept in the resident’s medical
record upon discharge. Education
completed 12/21/2021.
4. Administrator, DON or designee will
perform weekly audits of discharge
i planning documentation for all
residents planning to discharge, or who
have discharged. Audits will occur
weekly for 3 months and then biweekly
for 3 months. Audits will be reviewed
by the QAPI Committee where it will be
determined if continued auditing
should occur or if audits may cease.

Addendum:

#3. All individuals requiring training
attended on 12/21/2021.
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*No disposition summary of the medications sant
horna with her.

*MNo physician's order to send madications with
her.

interviow on 12/1/21 at 3:00 p.m. with director of
nursing B revezrled:

| *Tha discharge summary was in the
interdisciplinary notes.

*They did not have a separate dischargs
summary form that included all disciplines
documentation.

*Agreed no disposition of medications had been
completad,

*Thare was no policles for a discharge summary

or the disposition of madications.
685 | Treatment/Devices to haintaln Hearing/Vision
8

S=D | CFR(s): 483.25(aX1}(2)

§483.25(a) Vision and hesring

To ensure that residents receive proper treatment
and assistiva davices to maintain vision and
hearing abiities, the facility must, if naoessary.
asslst the residant-

§483.25(z)(1) In making appointmenis, and

§483.25(a)(2) By arranging for transporiation to
and from the office of a practitioner specializing in
the treatmant of vision or hearing impairment or
the office of a professional specializing in the
provision of vision or hearing assistive devices.
This REQUIREMENT is not met as evidenced
by:

Surveyor: 26632

Based on observation, interview, and racord
, review, the provider faliad to ensure one of one
sampiad resident (2) with & moderats hearing

F 685

|
i
é

Y30/t
ir V4=

12/39/21
5t Ysfez

P

FORM CME-2567(02-68) Previous Veraions Obsolete Event iD: TUGQ11 Facilty ID: 0038

if continuation sheet Page 11 of 31



PRINTED: 12/76/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
ICES OMB NO., 91
STATEMENT OF DEFICIENCIES (¢1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION (DENTIFICATION NUMBER: A BUILDING COMPLETED
Cc
435050 B. WING 1
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
TARA ARLBIGT 120 CARE CENTER ROAD
AVAN ON ARLINGTOM, 8D 57212
P | SUMMARY STATEMENT OF DEFICIENCIES o e OVIOERS FUATY OF GORRECTION —
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIEENCY)
]
[ {230,
F 685 | Continued From page 11 F 385 3’?/%/;:;
. | loss had been offered the uss of his hearing lds.

| Findings include:

1. Review of resident 2's Novamber 2021
treaiment administration record revsaiad he was
to have his hearing eids placed in his sars inthe
moming and removed In the evening. The
hearing aids ware stored In the treatment cart.
‘There was documentztion the hearing elds had
baen put In and taken out on 11/30/21 and
121/21.

Random obsarvations on 11/30/21 from &:30 a.m.
through 4:30 p.m. revesled resident 2 ¢id not
have his hearing alds placed in his ears. .

Observation and interview on 12/1/21 &t 8:15
a.m. regarding resident 2 with certifled nursing
assistant (CNA) L revealed resident 2 did not
have his hearing aids piaced in his ears. CNAL
stated she did not know that he wore any hearing
alds.

Observation and interview on 12/1/21 a19:15
a.m. of resident 2 with licensed practical nurse |
reveeiled:

*He had been at breakfast, so she had not put the
hearing alds in.

*She looked in the treatment cart end took them
out of the case and realized the batteries were
not working.

*She realizad they were the rechargeable kind
and took them to director of nursing (DON) B to
find out how to charge them.

| Opservation on 12/2/21 from 8:30 a.m. through
; 40:30 a.m. revealed resident 2 did not have his
| hearing aides placed In his ears.

1. Treatment Record and CNA Task Sheets
updated for resident #2 to address
hearing aid insertion, removal, and
storage when not in use.

2. All residents have the potential to be
affected by the deficient practice. All
residents with hearing aides will have

; documentation cues provided to care

| givers on what assistance they require

with insertion, removal, and storage of
the device.

3. Staff responsible for assisting residents
with insertion, removal, and storage of

| hearing devices will receive education

i from the DON or designee, on how

these tasks will now be documented in

| the Treatment Record as well as ]

| through the CNA Task lists on

12/28/2021.

"4, Administrator, DON or designee will

perform audits 3 times per week for2

months, biweekly for 2 months and
monthly for 2 months, of all residents
who require a hearing device. Audits
will be reviewed by the QAPI

Committee where it will be determined

if continued auditing should occur or if |

audits may cease. |

S |

z | |
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Interview at 10:00 a.m, with Minimum Data Set
| coordinator, registered nurse (MDS) (RN) K
revealed ghe:
[ *Had not put resident 2's hearing aids in his ears
as he was lying down after breakfast.
*Went to get them out of the treatment cart and
they were not there.
*Was not sure where the hearing aids were
|locatad.

| Interview on 12/2/21 at 11:04 a.m. with DON B
and regional nurse consultant (RNC) C regarding
resident 2's hearing aids revesaled:
*There had been confusion of where the hearing
alds were this morning and yesterday morning.
*They had to be charged and the activities
department were the only ones who had the
correct cond to plug them in.

*DON B did not respond regarding the
documentation had indicated he had his hearing
akis in on 11/30/21 and 12/1/21.

Review of resident 2's 12/28/20 care plan focus
for his need for assistance with his activities of
daily living due to cognitive impairment, stroke
with right side weakness, and balance problems
revealed one Intervention for his hearing.
“Hearing minimal difficulty hearing with bilateral
hearing aides....." There were no other
interventions regarding his hearing and who
would assist him with the placement.

A policy on hearing aids and hearing impairment
had been requested on 12/2/21 from RNC C. She
stated they did not have a policy regarding to
hearing aids.

Treatment/Sves to Prevent/Heal Pressure Ulcer
CFR(s): 483.25(b)(1)XI)(il)

F 686

Addendum:

#3. Any staff not present at in-service
received education prior to their next
scheduled shift.

#4. DON will present audits to the QAPI
committee. :
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§483.25(b) Skin Integrity
§483.25(b)(1) Pressure ulcars.
Based on the comprehensive assassment of a
rasident, the facllity must ensura that-
(i) A resident recslves care, consistent with
professional stendards of practics, to prevent
prassure ulcers and does not davelop prassure
ulcers unless the individual'a clinical condition
demensirates that they wers unavoidable; and
(ii) A resident with pressure ulcers raceives
necessary traatment gnd sarvicss, consistent
with profassional slandards of practice, to
promote healing, prevent infection and prevent
new ulcers from developing.
This REQUIREMENT is not-mat &s evidencad
by:

Survayor: 45383

Basad on observation, intsrview, record review,
and policy review, the provider failed to ensure:

| *One of one samplad discharged rasident (26)

with & facility acquired prassure ulcar received
cere, on-going assessments, and interventions to
prevent the pressure ulcer from worsening.

*One of one sampled resident (7) with en
pressure ulcer received care, on-going

assessments, and interventions to assist with the
| heeli 85,

! "Onengfmampled resident (2) with chronic

| wounds to his bilateral toes raceived care,
on-gong assassments, and interventions to
prevent further impaired skin integrity.

Findings include:

| 1. Review of resident 26's dischargsd electranic
l medical racord revealed: _
*Hed fallen on 8/14/21.

1. Resident #26 no longer resides at
facility. Resident #7 has had care
plan and Point of Care (POC)
charting updated to reflect
repositioning at least every 2-3
hours. Air mattress functioning

| without issue and continues to be

" checked every shift by a nurse.
Resident #2’s wounds noted during
survey have resoived.

2. Allresidents have the potential to
be affected by the deficient
practice. All residents requiring
assist with repositioning have had
care plans updated and POC
charting updated for CNA
documentation. Air mattresses
checked by nurse every shift and
documented on Treatment Record.
Pressure reducing devices checked
and replaced where needed.

3. All staff providing resident cares will
receive education from the DON or
designee, on how to prevent and/or
heal pressure uicers and other skin
conditions. Education will occur on

repositioning, air mattress
management, skin assessments and

i
§
H
H

|

12/28/2021. Education will include '

| *Transferred to emergency room (ER) and had a documentation of the same. ‘
1
| left hip fracture. ; —
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| *Retumed from the hospital on 8/20/21.
| “Admissicn assesement noted an incision fo kis
left hip.
W&k?ly slin assessments parformed revealed:
*0n 9/24/21 to 10/19/21 lafi hip incision.
*On 10/23/21 stags 2 pressure uicer to left
butiock measuring 1 centimetar (cm) isngth x 1
cm width x 0.1 cm depth.
*On 10/27/21 stags 2 prassurs ulcer to left
buttock measuring 4.2 cm length x 4.5 cm width x
0.4 dopth.
~The wound had dateriorated, dreinage was
prasent, and the resident had pain with the
dressing changes. . ’
*On 11/3/21 stage 4 pressure wound to left
buttock measured 7 cm length x § cm width x 0
cm dapth,
~The wound had continued to dateriorate,
drainage was present, and the residant had pain
with the drassing changes.

*An Additional suspscted deep tissue Injury
| wound noted to loft hesi maasurad 4 cm lsngth x
9 cm width x 0.0 cm depth.
~The resident had pain with the dressing changs.

| Resdmission Nursing Assassment dated 9/20/21

4. Administrator, DON or deéignee w:llll
perform weekly audits. Skin
assessments will be audited weekiy
for 5 residents for 2 months,
biweekly for 2 months, monthly for |
2 months. Repositioning audits to
take place 4 x per week for 2
months, biweekly for 2 months,

monthly for 2 months, Audits to be |
reviewed by the QAPI Committee | .

' where it will be determined if Gl
continuéd auditing should occur or
if audits may cease.

Addendum:

#1- Resiclent #2 has daily
monitoring in place to observe for
any changes in skin condition of his |
feet. Monitoring is performed by

the daily treatment nurse.

Lo
4
raveelsd: ) ' ! /
‘It had been documentad as a right hip surgical #3. Any staff not present at in- ‘
Loyl service receiv ion pri
*His incision was on his left hip. ice received educat.lon prior to r
*Skin assessment had not addressed monitoring their next scheduled shift.
' of his skin integrity with mobility and incontinence. #4. DON will present audits to the |
*The non-pressure ulcer zaction is where the faft QAPI committee. |
hip dressing had bean decumented. - : |
Interview on 12/2/21 at 14:00 a.m. with director of
| nursing (DON) B regarding rapositioning resident
| 26 revealed:
| *Stated he was up in his wheelchair for meals. |
FORM CM$-2567(02-99) Previous Varslons Obsolsts Event D:7UGQ11 Faelély ID: 0038 ¥ continuation sheet Page 15 of 31
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*Encouraged him to lie down after mazls.

*Would ba iaken to the bathroom for toileting
befere and after meals.

*States that he was rapositioned more than every
2 hours with meals and toileting.

| *Unable to provide documentation for

| repositioning.

| *Had no rezponse for nighttime rapositioning.

2, Observstion and interview on 11/30/21 at 8:25
a.m. with resident 7 rovealed.

*She was lying in her bed that had an air
matiress.

*The air maitress was not fully inflated in the
middie section.

*Wore egg crate heel protectors.

| *Had indentations to the top of her feet from the
h&el protectors.

*Did not use call light for help.

*She was weiting for her breakfast that she eats
in bed.

*She denied any pain.

Observation and interview on 11/30/21 at 11:19
a.m. with resident 7 revealed:

*She was lving on her back in bed.

*Stated she was somewhat comfortable .

Obsarvation and interview on 11/30/21 at 2:13
p.m. with resident 7 revealed:

*The head of her bed wes in a high position.
*Stated sha does not have that much pain.
*She hed finished esating lunch in her bed.

Observation 11/30/21 at 3:00 p.m. resident 7 was
sliting with the head of her bed in a high position.

Interview 11/30/21 at 4:20 p.m. with DON B
| regerding resident 7 and her pressure uicers
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revealed:

*Resident was admitted with the sacral ulcer and

the ulcer to her leit foot.

*She had the air mattress on her bed since she

had been admitted.

*Was not aware the air matiress was not fully

inflated,

*Stated it was to be checked every shift to make

sure of Inflation and functioning.

“Was not aware that resident had egg crate hsel ‘

protectors on.

‘ *Had known that the resident had indentations on
her left foot from the egg crate heel protectors.
*Stated that resident was to have been
repositioned every two hours.

“There was no turning and repositioning
document that was filled out by staff.

*Was not aware that resident had the head of her
bed elevaied since lunch time.

*Lunch had been served at 12:00 p.m.

Observation and interview on 12/1/21 at 8:45
a.m. with resident 7 revealed:

*The head of her bed was elevated.

*She was eating breakfast.

Observation on 12/1/21 at 12:45 p.m. of resident
| 7 revealed:

| *She was lying on her back in bed eating lunch.
*The head of her bed was not elevated.

. Observation of wound care on 12/1/21 at 3:00 |
p.m. for resident 7 revealed: '
*She was lying In the same position as the ’
previous observation at 12:45 p.m. i
*When the resident was rolled to her left side |
grooves were noted to her back from the wound

vacuum tubing and from the wrinkles from the

| soaker pad.

I ot
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*Staff changed the dressing to her left foot.
*Her bilateral feet had dry flaky skin.

*Her toenails were longer than her tees on both
feet.

*The Foley catheter tubing pulled tight with no
securing device.

interview on 12/1/21 at 4:00 p.m. with licensed
practical nurse (LPN) | and RN J revealed:
*Resident 7 should be repositioned every 2 hours
even though she is on an air mattress.

*Were not aware that there was no repositioning
task.

*Were not aware that catheter care was not a

| task.

Interview on 12/2/21 at 2:00 p.m. with MDS
coordinator/RN K revealed:
*She was responsible for most of the care
| planning.
| *The care plan was updated based on the CAA's.
| *She only updated the care plan annually or with
_a significant change.
| *Agreed the resident did not have a person
centered care plan regarding her frequent
infections.
*A tuming and repositioning schedule had not
been initiated as an intervention on the care plan.
*That was due to fear of non-compliance if task
was not completed on time.

Surveyor: 26632

3. Observation and interview on 12/1/21 at 9:15
a.m. of resident 2 with LPN | during treatments to
his bilateral fest revealed:

*His toenalls on both of his great toes were long
and thick. They extended more than a quarter of
an inch beyond the end of his toes.

|

J2/3¢2, T
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*The second joints of his 2nd, 3rd, and 4th toes
on both feet had scabbed areas..
*Has diabetic shoes but mostly use gripper socks
to prevent fafls.
*Had not seen a podiatrist regarding his feet.
*She stated this has been ongoing with his toes
since his admission December 2020.
*The skin on his legs and feet were very dry and

fiaky.

Review of resident 2's medical record revealed:
| *He had diagnoses that included diabetes
meliitus with diabetic polyneuropathy.
*He had received Keflex 500 milligram twice &
day for seven days, from 11/15/21 at 6:00 p.m.
through 11/23/21 at 8:00 a.m. dose for red warm
. | toes on his right foot.
i *A 11/22/21 monthly nursing summary revealed:
- -He did not require a referral to a podiatrist.
: -He had a medical diagnoses of insulin
| dependent diabetes mellitus that required
advanced foot care.
| -He did not require a referral for a nursing
intervention or for advanced foot care.
<"Currently receiving treatment with Betadine
between right foot toes due to MASD [moisture
associated skin damage] to right lateral third toe
with area almost dry.”
*A 11/22/21 foot and oral health evaluation
revealed he:
-Did not have any cracks between or beneath his
toes.
-Did not have any open sores on his legs or feet.
-Had dry flaky skin.
-Did not have overgrown or thickened toenails.
-Did not require a podiatrist evaluation.

E Interview on 12/2/21 at 11:30 a.m. with DON B
| revealed: '

F 686
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F 886 Continued From page 19

. *There was no podiatrist that came to the facility.
*She had thought of trying fo find a podiatrist to
come to the facility.

*The open area on resident 2's foot had been
healed on 11/30/21.

*Was not aware of the condition of his toenails or
the tops of his toes.

Review of the provider's revised April 2021 Skin
Program policy revealed:

*Nursing personnel will utilize the results of the
physical exam and the Pressure Injury
Assessment tools to determine an individualized
pressure injury prevention program for each

a) Protect skin against the effects of pressure,
friction, and sheer, b) Protect skin from moisture,
¢) Encourage optimal nutrition and fluid intake, d)
Educate staff, residents and families, 3) Train
front-line caregivers, and f) Immediate prevention
plan instituted when potential areas are
| identified.”
i **When a pressure injury, bruise or skin tear is
l noted, a Skin Evaluation UDA [user defined
' assessments] should be completed, and the:
injury entered Into Risk Management in PCC
{point click care]. These areas will be monitored
on a Treatment Administration Record (TAR) until
healed."
*Skin checks were to be completed at least
! weekly by a licensed nurse.
F 690 | Bowel/Bladder Incontinence, Catheter, UTI
8§=G CFR(s): 483.25(e){1)-(3)

§483.25(e) Incontinence.
§483.25(e)(1) The facility must ensure that
resident who is continent of bladder and bowel on
. admission receives services and assistance to
|

at-risk resident. This will included interventions to:

Fsss\

| Feso

é

ﬂ/&o/ﬂ
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|
|
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F 690 | Continued From page 20 F 680 - ¥ Yoor-
maintain continance unless his or her clinical 1. Resident #27 no longer residesin |

condition Is or becomas such that continence is the facility. Resident #7 has had |

not possible to malintain. | catheter care added to the POC |
§483.25(e)2)For a resident with urinary 1 CNA documentation with nurse |
Incontinence, based on the resident's = double-check documented on
comprehensive assessment, the facility must | Treatment Record.

Z?mm who enters the facility without an 2. Alliresidents with catheters have |
indwelling catheter is not catheterizad unless the the potential to be affected by the |
rasident's clinical condition demonstrates that deficient practice. I
0 Avesidnt wh s Tty vith an "t oo g
indweliing catheter or subsequently recelves one nary catheters will receive !
is assessed for removal of the cathetar as s00n education from the DON or
as possible uniass the resident's clinical condition designee, regarding appropriate f‘

’ demonsirates that catheterization is necessary; E diagnosis, catheter care importance |
Zill‘;’A resident who is Incontinent of bladder and frequency, positioning of 1 |
recelves appropriate treatment and services to : catheter tubing for prevention of ]
prevent urinery tract infections and to restore UTls and skin breakdown on |
continenca to the extent passible. 12/28/2021. ' ]

E §483.25(e)(3) For a resident with fecal " 4. Administrator, Director of Nursing, i
incontinance, based on the resident’s or designee will perform catheter | |
comprahensive assmmanl!; mritymmotfwtbowal | diagnosis, care and positioning |
zﬁ": :“’?-’ m‘:‘;“::::mm and services to - audits on all residents with
resions a; le uehl normel bowe! function as catheters weekly x 2 months, |
possible, biweekly x2 months, monthly x 2
This REQUIREMENT Is not met as evidenced months. Audits will be reviewed by
I:gu veyor: 45383 the QAPi Committee where it will
Besed on Intarview, record review, and policy be determined if continued auditing |
revisw, the provider feiled to ensure: should occur or if audits may cease.

*One of one sampled rasident (7) with an .

| Indwelling urinary catheter had bsen monitored ! o
for frequent urinary tract and vaginal infections. E I
| *One of one sampled discharged resident (27) i
. p—a=T— Faciity ID; 0036 If continustion sheet Page 21 of 31
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' had & physician documanted diagnosis for the
| use of &n indwelling urinary cathater.
\ Findings include:

1. Record review of resident 7's nursing progress
noto on 3/4/21 revealed:

*Resiient was noted to have discharge from her
vaginal area,

*A fax had been sent to tha resident’s doctor.
*An orcéar had basn recsived to start Bactrim DS
orally twice a day for five days.

Record raview of resident 7's nursing progress
notes reveaied on:

*5/93/21 &t 3:27 p.m. "dried blood on foley
[urinery catheter]. No active bleeding noted.
Anchored foley.”

*8/27121 at 8:50 a.m. she had dried blood
betwean her legs and urine in her bed. Catheter
appearad to still bs in place.

[ *0/2/21 &t 8:11 a.m." Resident had thick, milky
discharge from vagina during the night. CNA
[certified nursing assistani] this a.m. noted blood
by vaginal area as well es thick white discharge.
Foley catheter leaking.” _

*9/2/21 at 3:20 p.m. order was received to start
Fluconazole 100 mg (milligrams) orally every
other day for three days.

-Physiclan wrote "if continue vaginal bleeding with
no history of a hysterectomy, may need pelvic
imaging." _

-Resident 7 would need further evaluation if no
improvement from medication.

*10/8/21 2t 8:42 p.m. Foiey catheter wes changed
due to clogging.

*10/10/21 at 6:46 p.m. urine was noted to have
-Fax was sent to the doctor.

|_ *10/12/21 at 1:23 p.m. no wrine was noted.

|

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
120 CARE CENTER ROAD
NVANTARA ARL ARLINGTON, 8D 57212
o) D SUMMARY STATEMENT OF DEFICIENCIES | - PROVIDER'S PLAN OF CORRECTION %)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 690 ; [Yof22
Continuad From page 21 F880 Addendum: /

#3. Any staff not present at in-
service received education prior to
their next scheduled shift.

#4. DON will present audits to the
QAPI committee.
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-The catheter was irrigated, but it had not helped,
-Foley catheter changed due to leaking urine,
*10/12/21 at 7:46 p.m. urine was yeliow and thick
with mucous in the tubing.

*10/13/21 resident had thick mucus urine noted in
Foley catheter tubing.

-Resident had no fever or complaints of
discornfort.

-Fax was sent to the resident's doctor.

-A physiclan's order had been received on
10/13/21 at 2:00 p.m. to start Ciprofloxacin 250
mg orally twice a day for five days and
Fiuconazolé 100 mg oral daily for three days.

interview on 11/30/21 at 4:20 p.m. with director of
nursing (DON) B regarding urine/vaginal cultures
and antibiotic stewardship revealed:
*Had not done a urinalysis prior to starting the
antibiotic
*Had not collected a vaginal swab and culture

| prior to starting an antibiotic

| *Would hope that cultures had been obtained
prior to starting antibiotics.

| “Resident did not exhibit any other symptoms.

Interview on 12/2/21 at 11:00 a.m. with DON B
about monitoring antibiotic use:
*No cultures had been obtained before starting
antibiotic therapy.
*Catheter care was not on the task list for staff to
sign off.
*Catheter care was on cardex and care plan.
*Reposilioning was not on the task list for staff to
sign off.

. *"DON B had not been following antibiotic

stewardship.

| *Had not been concerned with the number of

| vaginal Infections resident 7 had been treated for.

¥ o2
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F 690

. 2. Review of resident 27's medical record
| revealed:

| {mililliter] urinary catheter inserted after 2

, “9/9/2021 at 11:25 a.m. "Foley catheter

Continued From page 23

Surveyor: 26632 |

*She had been admitted on 8/11/21 with no
urinary catheter.

*Her hospital discharge summary revealed
overactive bladder was the only diagnosis related
to the urinary tract.

*She had a large wound on her leg from a fall at
home.

*Nurses health status notes on: |
-8/12/21 at 7:40 a.m. revealed: "Resident insisted I
she neaded to use a bed pan, but her urine runs
places other than the bed pan."

-8/12/2021 at 10:10 a.m. she was assisted off the
bedpan. Due to decreased lack of motion in her
hips to move her legs urine tended to flow up and
over her legs. "Resident states she wouldn't mind
having a catheter. Writer states she will contact
physician to see what he thinks."

-8/12/2021 at 4:25 p.m. “Order received allowing
insertion of indwelling catheter temporarily.
Resldent showing signs of urinary retention
and/or obstruction, Foley 16Fr-{French] 10mi

attempts. Urine flowing freely into collection bag,
pale yellow without sediment. Resident
encouraged to drink fluids to help prevent
infection related to catheter placement.”
-9/5/2021 at 10:20 a.m. "FAX sent to provider to
see if Foley should be discontinued as mobility
has increased. This was discussed with resident
and she verbalizes understanding. Resident did
ambuiate from bed to recliner this moming with
assist of one. Encouraged to rest in recliner,
instead of wheelchair, unless she is going to
meals or activities.”

F 680
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F 680 | Continued From page 24
discontinued par MD [medical doctor) order.

| Raview of &n 8/12/21 physician's order for the
insertion of a urinary catheter revealed the ordar
had been racsived from the residsnt’s primary
physiclan and there were no diagnos!s indicated
| on the order by the physician. DON B had sent
the request to tha priimary physician and had
indicated resident 27 had urinary retention.

Interview on 12/1/21 at 3:00 p.m. with regarding
the diagnosis of urinary ratention for resident 27
revealod:

*The urologist had given the order when sis
askad for the cathafer.

“She had stated she had faxed the urologist for
‘ the order.

*She confimnad tha order had bean received from
resident 27's psimary physician and not the
urologist as she had stated above.

*She agroeed she had put the diagnosis of urinary
retention in even though there had been no
physicien documentation of that diagnosls.

Review of the provider's September 2019
Catheter Cars pollcy and Catheter Care
compstency and interview with ragional nurse
| consultant C rovesled thosa were the only
documents related to urinary catheter uss.

F 761 | Label/Store Drugs &nd Biologicals
§s=D | CFR(s): 483.45(gXh)(1)(2)

§483.45(g) Labsling of Drugs and Biologicals
Drugs and biologicals wsed in the facllity must bs
labeled in accordance with currently acceptad
professional principies, and include the
sppropriate accessory and ceutionary
instructions, and tha axpiration date when

F 880

330/ 2f
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‘ 1. Pharmacy was notified of cart { ?-"’/31
F 761 | Continued From page 25 F761 maifunction on 11/30/2021 upon \)” Vo
applicabla. discovery. Parts were delivered to '
. facility and drawer was repaired prior to
45(h) Storage of Drugs and Biologicals :
§ae34s(n) ge the end of business day on 11/30/2021.
§483.45(h)(1) In 2ccordance with State and 2. Al residents could be affected by the ’
Federal laws, the facility must store all drugs and deficient practice
biologicals in locked compartments under proper = o ;
temparature controls, and permit only authorized 3. Allstaff responsible for medication i
personnel fo have access fo the keys. administration will receive education
) ) ol from the DON or designee, regarding 'i
§483.45(h)(2) The mﬁ’:‘ﬂ::?;emp; y reporting of malfunctioning medication
storagé of controlled drugs listed in Schedufe 1 of delivery equipment on 12/28/2021. 'l
the Comprehensive Drug Abuse Prevention and 4. Administrator, Director of Nursing or |
Control Act of 1976 and ‘f’:“’_’ d"f:sz‘l'?;:txn designee will audit all medication and |
::"“' ﬁﬂtmb&‘i:n :rtye:w in which the treatment carts for signs of z!
quantity stored is minimal and @ missing dose can malfunctioning 1 time per week for2 |
| be readily datectad. _ , months, biweekly x2 months, monthly
This REQUIREMENT is nat met as evidenced x2 months. Audits will be reviewed by
bsyu - 20692 the QAPI Committee where it will be
Based on observation and Inter_via\_u. the provider determined if continued auditing I.
falled to ensure controlled medications were should occur or if audits may cease. '
sacured for one of two medication carts ‘
rt). Findings include:
(evening/night cart) ng Addendum. |
1, Obsarvation on 11/30/21 at 8:13 a.m. of the '
evening/night medication cart revasgled the
drawer that held the controlied medications was #3. Any staff not present at in-service
not locked. It con:iﬂlﬂﬁd biister packs of the received education prior to their next |
f'(',rEa’r:'rr‘f’a‘gc»l 50 milli;::;n (mg) 15 tablets. scheduled shift. Education included |
| “Tramadol 50 mg 20 tablots. how to intervene if a non-authorized
 *Tramadol 50 mg 19 tablets. | individual should attempt to access the |
*Tramadol 50 mg 29 tablets. i -- . |
Hydrocodone extended release (ER) 10 mg 11 Medication carts.
capsules. #4. DON will present audits to the QAP
*O: 30 tablets. Em——
L oxchdom 5 "‘9!325 mo 4 committee. 26 of 31
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F 761 | Continued From page 28

*Oxycodone 5 mg 3 tablats.
*Hydrocodone 10 mg/325 mg 7 tablets.
*Hydrocodone 5 mg/325 mg 13 tablsis.

*Loiszepam 1 mg 21 tabists.
*Clonazepam 0.5 mg 7 tablets.

While documenting the above medications
registared nuree (RN) N came to the cart and
retrieved something out of the top drewer. She
did not Inquire why the controlied medication
drawer weas open.

interviaw on 11/30/21 at 8:45 a.m. with RN N
revealed:
*She was tha nurse from tha night shift.
*There were two meadication carts the day
‘ medication cart and the evening/night medication
cart.
*The medication cart that had been unlocked was
the evening/night medication cart.

intarview on 11/30/21 at 9:22 a.m. director of
nursing (DON) B reveaied:

*There had been problems with the drawer siides
| on medication carts.

| *She was going to cell the pharmacy, who
provided the medication carts, today 11/30/21.
*She knew the day medication cart had problems
with the drawer slidas.

*She had worked a night shift last weak and the
evening/night can did not have that problem.

Interview on 12/2/21 at 11:00 a.m, with DON B
and ragional nurse consultant C revealed thers
was no policy for medication control.

F 880 | Infection Prevantion & Control

SS=E | CFR(s): 483.80(a)(1{2)X4)e)(f)

F 761

F 880

R

o
r Yoo
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§463.80 Infaction Control Avantara Arllngton .
The facliity must establish and meintain an
infection pravention and control program ‘ ‘ F880 & FB81 |
| designed to provide a safe, saniiary end . ‘
comfortable environment and to help prevent the , ‘ Corrective A_ctlon: |
' development and transmission of communicable | ‘ . T .
| diseases and infactions. ! . Il;or thfe identification of ‘
' ck of:
trol
§483.80(a) Infection prevention and contro \ cco o ‘ ‘
program. mprehensive infection control ||
The facility must establish an infaction prevention
and control program (IPCP) that must includs, at program that includes an }
a minimum, the following elements: . :
:  Antibiotic Stewardship program. |
§483.60(a)(1) A system for preventing, identifying, : -_
reporting, investigating, and controlling infections !
and communicable diseases for all residents, :
' staff, volunteers, visors, end other individuels E Ensure DON completes infection
providing services under a oonf;:;cnt;’nal o | ceatrol training and provides
arrangement besed upon the assessme tralni
conducted according to §483.70(e) and following ; ab@;ﬁ;"‘:ﬁfzﬂ% to :;ﬁ
accepted national standards; ' o) lotic Stewardship.
: ' ‘ | The administrator, DON, and/or
§483.80(a)(2) Written standards, policies, and designes in consultatio
procedures for the program, which must include, adical d n with the
but are not limited to: | | Irector wifl review, revise,
(i) A system of survelliance designed to identify -‘ create as ngcessary policles and
possible communicable disaases of ‘ J procedures for dressing change and
infections before they' can spread to other { ensure continuation plan.
persons in the facility; ¥ Voba
(i) When and to whom pogsible incidents of 1
communicable disease or infections should be
reported: ‘ | Allfachity staff who provide or are
(ili) Standard and transmission-based pracautions i .
1o be followed to prevent spread of infections; | responsible for the above cares and
(iv)When and how isolation should be used for a l ' services will be educated/re-educated
resident; Including but riot limited to: : | on 12/28/2021 by the Director of
(A) The type and duration of the isolation, ‘ | Mursing.
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AVANTARA ARLINGTON

F 880 \ Continued From page 28 F 880 )’—?”;ézpi
1

| depending upon the infectious agent or organism -

| invoived, and Identification of Others: |

| (B) A requirement that the Isolation should be the

least restrictive possible for the resident under the 2. ALLresidents and staff have the

potential to be affected if infection

(v) The circumstances under which the facility sy

| must bit em with 8 communicable :::ter::lda:: antibiotic stewardship not
disease or infected skin lesions from direct )

: contact with residents or their food, If direct Policy education/re-education about

| contact will transmit the disease; and ' roles and responsibilities for the above

{vi)The hand hygiene procedures to be followed . . . :
by staff involved In direct resident contact. identified assngne.d care and services |
tasks will be provided by 12/30/2021 by

§483.80(a)(4) A system for recording incidents the Director of Nursing.
Identified under the facility’s IPCP and the !
e corrective actions taken by the facllity. :

§483.80(e) Linens.

Personnel must handle, store, process, and

' transport linens o as to prevent the epread of
Infection. |

§483.80(f) Annual review.
| The facllity wili conduct an annual review of its
| IPCP and update their program, as necessary.
| This REQUIREMENT Is not met as evidenced i
by:

Surveyor: 26632
Based on interview and policy review, the '
provider falled to have a comprehensive Infection
control program. Findings include: i

1. Interview on 12/2/21 at 11:46 a.m. with director
of nursing B revealed:

*She was in the process of taking the infection
preventionist course. !
*Kept a list of residents who had used antibiotics.
*Did not track or trend infections.
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Review of the provider's November 2019
Infsction Prevention Surveillance poficy revealed; Systern Changes: ‘

“The infaction preventionist/designae would
compiate survelillance of infections for rasidents
&nd employees. The survelliance activities
| included:
~Review of culture reports and other partinent
laboratory data.
| Ravisw of the Infections and antiblotic use ool
kit, multi-drug rasistant orgenisms (MDRO) line
listing, employee infaction record, 24-hour report,
prograss notes and/or morning start-up meating.
-Phyzlelan consultstion.
-Otzarvations of infection pravention practicas.
F 881 | Antiblotic Stewardship Program
§S=E | CFR(s): 483.80(a)(3)

§483.80(a) Infection prevention and control
progrem.

: The facility must establish an infection prevention
| and control program (IPCP) that must include, at
a minimum, the following elements: .

| §483.80(a)(3) An antibiotic stewardship program
that includes antiblotic uze protocols and a
system to monitor antibiotic use.
| This REQUIREMENT is not met as evidenced
by:
Surveyor: 26632
Based on interview and policy review, the
provider falled to have an ongoing Antibiotic
Stewardship program. This failure placad
rasidents at risk for potential adverse outcomes,
associated with the inappropriate and/or

1. Interview on 12/2/21 at 11:00 a.m. with DON B
about monitoring antibiotic use:

unnacessary use of antibiotics. Findinps included:

3. Root cause analysis conducted i
answered the 5 Whys. Initial discussion
held by Interdisciplinary Team held on
12/23/2021. |

Administrator, DON, medical director, '
and any others identified as necessary
will ensure ALL facility staff responsible |
for the assigned task(s) of ensuring [
infection control practices and
antibiotic stewardship have received
education/training with demonstrated |
competency and documentation. |
Guidance on completion of “5 Why ;
[
|

Root Cause Analysis” process and how
it will be presented upon revisit by
State Surveyors received from the
South Dakota Quality Improvement
Organization (QIN) on 12/23/2021..
Resources available through the Great
Plains QIN website to assist with
program formation and maintenance.

| ‘
H
H
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stewardship.

*She tried to keep a list of what residents were on

antibiotics.

; *She confirmed the use of antibiotics had not
been included in the quality assurance

' performance improvemant plan.

|' Review of the provider's November 2019
Infection Prevention Surveiliance policy revealed
no mention of an antibiotic stewardship program.

Core elements of antibiotic stewardship for
nursing homes Is as follows:

*Improving the use of antibiotics in healthcare to
protect patients and reduce the threat of antibiotic

| resistance is a national priortty.
*Antiblotic stewardship reférs to a set of

| commitments and actions designed to "optimize

| the treatment of infections while reducing the
adverse events associated with antiblotic use.”

l Sited from CDC
website:cdc.gov/antiblotic-use/core-elements/nur
sing-homes.

&

|
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F 881 | Continued From page 30 | {
*DON B had not been following antiblotic ' 4, Administrator, DON, and/or designee /‘"’

will conduct auditing and monitoringto |
ensure appropriate infection control \
practices by all staff and antibiotic |
stewardship is practiced. Monitoring for 11
determined approaches to ensure ;
effective l
implementation and ongoing

sustainment.

*Staff compliance in the above |
identified area.

Root Cause Analysis.

After 4 weeks of monitoring
demonstrating expectations are being
met, monitoring may reduce to twice
monthly for one month. Monthly
monitoring will continue at a minimum
for 2 months. Monitoring results will be
reported by administrator, DON, and/or
a designee to the QAPI committee and
continued until the facility
demonstrates sustained compliance as
determined by committee.

Date certain 12/30/2021.

i
1
*Any other areas identified through the l

Addendum:

#3. Any staff not present at in-service
received education prior to their next
scheduled shift. |

|
—

#4. DON will present audits to the QAPl  Fage 31 of31
committee, |

Antibiotic Stewardship Program will be ‘
managed by facility Assistant Director
of Nursing with DON as back-up.
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E 000 | Initial Comments  Eoo I/
|
g Surveyor. 16385 |
A recertification survey for compliance with 42
CFR Part 482, Subpart B, Subsection 483.73, ‘
Emergency Preparedness, requirements for Long ‘
Term Care Facilities, was conducted from
11/30/21 through 12/2/21. Avantara Arlington was !
‘ found in compliance. "
|
t | |
|
| ] |
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (6) DATE

SN L . e NSNS \/5/59-

Any deficiency Qt!_‘lgp“nt ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection to the patients . (See instructions.}) Except for nursing homes, the findings stated above are disciosable 80 days
Yowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
s following the date these documents are made available to the facliity. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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K 000 INITIAL COMMENTS K000
Surveyor: 27198
A recertification survey for compliance with the
Life Safety Code (LSC) (2012 existing health care
occupancy) was conducted on 11/30/21. Avantara
Arlington was found in compliance with 42 CFR
485.623 (d) (1) requirements for Long Term Care
Facllities.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {x8) DATE
Nz S e Ardpwisteadne V/5/20n

Anv Aaficiency staterrént ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

ot feguards provide sufficlent protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
f& . .« the date of survay whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facillty. If deficiencles are cited, an approved plan of correction is requisite to continued

program participation.
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8000 Compliance/Noncompliance Statement S 000
Surveyor: 16385
A licensure survey for compliance with the
Administrative Rules of South Dakota, Article i
44:73, Nursing Facilities, was conducted from
11/30/21 through 12/2/21. Avantara Arfington was
| found not in compliance with the following
requirement: S296.
S 206 44:73:07:11 Director of Dietetic Services S 206 o . ‘
1. No individual resident was found | ﬁﬁa/}l
A full time dietary manager who is responsible to :’orabcetlgeffe cted by the deficient )"/1 }/ﬂ@b
» |

the administrator shall direct the dietetic services.
Any dietary manager that has not completed a
Dietary Manager's courss, approved by the
Association of Nutrition & Foodservice
Professionals, shall enroll in a course within 90

| days of the hire date and complete the course

" within 18 months. The dietary manager and at
jeast one cook must shall successfully complete
and possess a current certificate from a ServSafe
Food Protection Program offered by various
retailers or the Cerlified Food Protection

| Professional's Sanitation Course offered by the
Association of Nutrition & Foodservice
Professionals, or successfully completed
equivalent training as determined by the
department. Individuals seeking ServSafe
recertification are only required to take the
national examination. The dietary manager shall
monitor the dietetic service to ensure that the
nutritional and therapeutic dietary needs for each
resident are met. If the dietary manager is not &
dietitian, the facility shall schedule dietitian
consultations onsite at least monthly. The dietitian
shall approve all menus, assess the nutritional
status of residents with problems identified in the
assessment, and review and revise dietetic
policies and procedures during scheduled visits.
Adequate staff whose working hours are

! 2. All residents have the potential to 4'
be affected by the deficient practice.

3. Dietary Manager will choose 1-2
dietary employees to complete the
ServSafe Certification course.
Students will be enrolled in an
approved ServSafe training program
no later that 12/30/2021.

4. Dietary Manager is establishing
training date. Administrator to
monitor to ensure education dates
are met.

5. Date Certain 12/30 2021.

[}
1!
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S 266

Continued From page 1

scheduled to meet the dietetic needs of the
residents shall be on duly daily over a period of
12 or mare hours in facilities.

This Administrative Rule of South Dakota is not
met as evidenced by:
Surveyor: 43021

Based on interviews and record review the
provider failed to ensure at least one cook
possessed a current ServSafe Food Protection
Program certificate. Findings include:

1. Interview on 11/30/21 at 9:26 a.m. with dietary
manager (DM) E revealed:

*He had been the provider's dietary manager
since 10/21/19.

*He was the only staff person in the kitchen that
had a current ServSafe certificate.

*He had been aware the dietary manager and at
least one cook needed to have a current
ServSafe certificate.

*He was working on getting two other staff
ServSafe certified.

Interview on 12/1/21 at 2:40 p.m. with DM E
regarding plans for ServSafe certification for staff
revealed and confimed he needed to:

*Ask staff about ServSafe certification and their
interest.

*Set up dates for ServSafe training and exam
with his staff.

*Establish definite plans for obtaining ServSafe

+ cartification for staff.

Interview on 12/1/21 3:19 p.m. with administrator
A revealed and confirmed:
*He had been aware the dietary manager and at
least one cook needed to have a current
ServSafe certificate.

{ *He was aware the regulation for at least one

S 296
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$ 296 | Continued From page 2 S 296
cook to have a current ServSafe certificate had
not been followed.
$000 Compliance/Noncompliance Statement $ 000

Surveyor: 26632

A licensure survey for compliance with the

Administrative Rules of South Dakota, Article |

44:74, Nurse Aide, requirements for nurse aide i

training programs, was conducted from 11/30/21

* through 12/2/21. Avantara Arlington was found in
compliance.
|
;
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